MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .63_037601

DEPARTMENT OF PUBLIC HEALTH AND WELFARH

DO NOT WRITE AMENDED Regisration District No. __________ K .l-ngiMll'Y Registration District No. lQQ_s__---Regisrur'a No. 962 STATE, FILE NUMBER
ON TH!S STUB

). PLACE OF DEATH 7. USUAL RESIDENCE (Where decessed hived. |f imahirution: Residence befors
a. COUNTY * STAlirs s qqupq & COUNTY . edmission}

b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY tnside Limits

Town St.Louls TOWN St,Louls Yo No O

c. FULL NAME OF {If NOT in howpire), give jocetion fnside Limi . i i i i
L MAME O P 9 }) naide Limin d :I;%EEE‘SS 11 outside, give location) Resids on Form

INSTITUTION 5720 Chippewa St,. Yoo}l No[J 5720 Chippewa St. Yes O No X
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year

(Fype or print) OF
George R, Hackmann pEa Sept. 25, 1963
5. 3EX 4. COLOR OR RACE 7. Mnrrl-dEl Never Married [] [8. DATE OF BIRTH | - AGE (lest birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

. Male White Widowed [] Divorced [ 7/1 /9 67 Months I Days Houu—I Mir.

10s. USUAL OCCUPATION (Glve kind of work dons [ 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY

(retTred) kPt Mdnager | —---- St.Louis,Missouri UsS.A.

13a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

William Hackmann Hattile Haverstick fuasie Meler Hackmann

15, WAS DECEASED EVER IN UL.5. ARMED FORCES NO. |17. INFORMANT B Address

WEYH:, or unknown) l(lf VW qw war#flrel af ;9 Guss 19 Hackma_nn:5720 chi pewa St .

18. CAUSE OF DEATH (Entar only one couse p'r lina far (a), {b), and {c). INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED ONSET AND DEATH

IMMEDIATE CAUSE (o) Hypostatlc pneuronis 5 days

VS 300
Rev. 4/59

K/

X

\ |DATE AMENDED

ki

DOCUMENT

wetom Arterio- sclprosu.s obliterans
(gangrerre oY Timht IOUL]

ko Left leg amputated 4 years ago, same cayse.

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminsl PART 1L If deceawsd was  female was
disesse condition given in PART | (a) there a pregnancy in last 90 dsys.

! I O Yes I O Ne I 1 Unknown

19. WAS AUTOPSY | 20e. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter neture of injury in PART | or PART |1 of itam 1B.)
PERFORME a 0 O
YES[O N
20c. TIME OF Hour Month, Day, Year
INJURY am,
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 201, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, street, office bidg., etc}

NOT WHILE AT W%!RK a
6/25/59 to. 9/ "5/6:5 and last saw :ﬁ:‘aliw on. 9/24/63

10 : 35 Al m on the date stated above, and to the best of my knowledge, from the causes stared.

which gave rise to
above cause (a),
stating the under-

Conditions, if any,
lying cause Int.]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21, | artended the d d from

Desth occurred at

22a. SIGNATURE {Dagree or title) 22b. ADDRESS 22c. DATE SIGNED
24D 3109 S. Grand L/36/65

23;/. BURIAL, CREMATION, | 23b. DATE" - v 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (Ciry, tawn, or counly) (Srate}
REMOVAL (Specify)

Removal Sept,.28,1963 Sunset Burial Park _ IS i 301

24. FUNERAL DIRECTOR © ADDRESS 25, DATE RECD. BY LOCAL REG. |26, REGISTRAR'S SIGNATUR
WACKER-HELDERLE-363l Gravois Ave., SEP 27 1963 ﬁ‘a Z A‘Z /1L

{Licansed Embaimer‘s Statemen? on Revorse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT QF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : Srudeni Embalmer No.____

working under my personal supervision, / W /i/z
Student Signed .:'/' /
Signature of Student Embalmer /
Licenise Embalmi %/ 3 )g/)/

Nofe: The above MUST BE. SIGNED BY THE LICENSED EMBALMER in hIS OWN HANDWRITING. (Failure to comply
with the above consfitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrnmg

If this body is not embalmed fact should be so stated above.

- . - .
.




